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INTRODUCTION:  Gossypiboma,  also  referred  to as  a  textiloma,  gauzoma  or muslinoma  describe  a  mass  in
the  body  composed  of a central  cotton  core  surrounded  by  a foreign  body  reaction.  It  has  an  estimated
incidence  of 1/1000–1/10000  surgeries,  occurring  in  the  abdomen  (56%),  pelvis  (18%)  and least  commonly
the  thorax  (11%)  and  represents  an  unfortunate  event  for  both  the  patient  and  the  operating  surgeon  with
severe  liability  implications.
PRESENTATION  OF  CASE:  We  report  a case  of a 49-year-old  male  with  Marfan  Syndrome  who was admitted
to  the cardiology  department  with  a four  day  history  of  shortness  of  breath  and associated  dull,  non-
radiating  chest  pain.  Past  history  included  a previous  Bentall  procedure  for  a type-A  aortic  dissection  and
coronary  artery  bypass  grafting  involving  a  saphenous  vein  graft  to the  right  coronary  artery.
A computed  tomography  (CT) scan  showed  a round,  heterogeneous  mass  measuring  14  × 9 cm with
lobulated  contours,  situated  adjacent  to  the  left  ventricle  along  the left  posterior  region  of  the  aorta.  The
mass  was  resected  and  further  dissection  revealed  a plastic  band  harboured  from  the core  of  the mass.
DISCUSSION:  The  majority  of  cases  of  intrathoracic  gossypiboma  present  as  intractable  cough  or  an  inci-
dental  ﬁnding  on  radiological  evaluation.  Dyspnoea  alone  is relatively  underreported  as  a presenting
symptom  of this  condition
CONCLUSION:  This  case  highlights  the  important  clinical  history  features  for  diagnosing  this  surgical  error,
including  persistent  respiratory  symptoms  and  a history  of cardio-thoracic  surgery.  It also  emphasizes
on  the  need  for  implementing  deﬁnite  strategies  to  prevent  the  occurrence  of gossypiboma  in surgical
practice.
© 2016  The  Author(s).  Published  by  Elsevier  Ltd  on behalf  of IJS  Publishing  Group  Ltd.  This  is  an  open
he  CCaccess  article  under  t
. Case report
A 49-year-old male with Marfan’s Syndrome was  admitted to
he cardiology department with a four day history of shortness of
reath with associated dull, non-radiating chest pain. The symp-
oms were brought on by mild exertion, limiting mobility to a few
etres, classifying them as New York Heart Association (NYHA)
lass II. He was otherwise hemodynamically stable. Signiﬁcant past
istory included a previous Bentall procedure for a type-A aortic
issection and coronary artery bypass grafting involving a saphe-
ous vein graft to the right coronary artery eight years ago.
∗ Corresponding author at: The Heart Hospital, University College London Hospital
CLH, 16-18 Westmoreland Street, London, W1G  8PH, UK.
E-mail address: davide.patrini@uclh.nhs.uk (D. Patrini).
ttp://dx.doi.org/10.1016/j.ijscr.2016.09.021
210-2612/© 2016 The Author(s). Published by Elsevier Ltd on behalf of IJS Publishing 
reativecommons.org/licenses/by-nc-nd/4.0/). BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Postoperatively he suffered an adverse reaction to heparin with
subsequent thrombosis of the right popliteal vein. There were no
signiﬁcant ﬁndings on examination.
Resting electrocardiogram was unremarkable. A plain chest
radiograph revealed a paracardiac mass in the left lateral pro-
jection. Initial differential diagnoses included pseudoaneurysm or
haematoma in relation to the left main stem anastomosis involved
as part of the Bentall procedure. A computed tomography (CT)
scan with iodinated contrast dye was performed for evaluation
of the aortic root in relation to the origin and the boundaries of
the mass. This showed a round, heterogeneous mass measuring
14 × 9 cm with lobulated contours, situated adjacent to the left ven-
tricle along the left posterior region of the aorta. Within the mass
were radiological appearances consistent with the presence of a
foreign body. No calciﬁcation, gas bubbles or contrast enhancement
were demonstrated. Echocardiography showed a left ventricular
ejection fraction of 65%, with no left ventricular dilation. All other
Group Ltd. This is an open access article under the CC BY-NC-ND license (http://
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Fig. 2. A 3D reconstruction of the left ventricular abnormality demonstrating an
aneurysmal appearance (red arrow).ig 1. Computed tomography image in the coronal plane demonstrating an
omogenous left ventricular defect with a distinct border (arrow).
hambers of the heart were within the normal dimensions, how-
ver a distorted shape of the left ventricle was noted secondary to
xtrinsic compression.
The patient underwent surgical intervention through a midline
ternotomy using cardiopulmonary bypass. The mass was  found to
e adherent to the free wall of the left ventricle, extending nearly
wice the length of the right ventricle measuring 14 × 9 cm (Fig. 1).
The mass exeresis was preceded by lifting the apex of the heart,
hich revealed fragments of dark tissue indicating a widespread
brinous reaction. Further dissection revealed a plastic band, about
 cm in width harboured from the core of the mass (Figs. 2, 3 and 4).
he left ventricular wall was then closed with the use of surgical
lue and haemostasis was successfully achieved with no complica-
ions in the postoperative course. Histopathological analysis of the
ass revealed chronic granulomatous inﬂammatory changes with
vidence of histiocytosis and giant cell multinucleate aggregates.
The ﬁndings conﬁrmed the diagnosis of a gossypiboma, also
eferred to as a textiloma, gauzoma or muslinoma. This term
escribes a mass in the body composed of a central cotton core sur-
ounded by a foreign body reaction. It has an estimated incidence of
/1000–1/10000 surgeries, occurring in the abdomen (56%), pelvis
18%) and least commonly the thorax (11%) [1]. The occurrence ofFig. 3. A 5 cm diameter mass attached to the infero-lateral surface of the left ven-
tricle demonstrating a clear cleavage plane between the epicardium and the mass
(blue arrow).
this mass remains an unfortunate event for both the patient and
the operating surgeon with severe liability implications.
The most common thoracic cavity sites are the pleural or
paracardiac space, with a small number of cases presenting as
intrapulmonary masses. The classical presentation of this condi-
tion involves fever, intractable cough, haemoptysis or weight loss.
Timing of presentation varies greatly from acute post-operative
onset to late onset of six to eight years following a previous thoracic
procedure [2]. The majority of cases of intrathoracic gossypiboma
present as intractable cough or an incidental ﬁnding on radiologi-
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cig. 4. A retained gauze specimen is carefully manipulated by the blue cord and is
eing removed via a median sternotomy incision.
al evaluation [2,3]. Dyspnoea alone is relatively underreported as
 presenting symptom of this condition.
Surgical sponges made of cotton are generally considered an
nert material that normally doesn’t trigger any speciﬁc biochem-
cal reaction apart from adhesions and formation of granulomas.
he radiological appearance of a gossypiboma varies and is non-
peciﬁc. Although radio-opaque markers used to label surgical
wabs can facilitate their detection, gossypiboma remains a dif-
cult entity to diagnose and a high index of suspicion must be
ncorporated, as these markers may  undergo distortion by fold-
ng, twisting or disintegration over time. These masses are not
nly diagnosed based on the history, physical examination and
adiographic ﬁndings alone, however they remain an accidental
re-operative or postoperative ﬁnding in majority of the cases. The
rovisional diagnosis is often that of a tumour. Patients with a his-
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tory of a surgical procedure should be examined thoroughly and
gossypibomas should be considered in the differential diagnosis
[4].
This case highlights the important clinical history features
for diagnosing this surgical error, including persistent respiratory
symptoms and a history of cardio-thoracic surgery. It also empha-
sizes on the need for implementing deﬁnite strategies to prevent
the occurrence of gossypiboma in surgical practice.
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